CONTEXT: Domestic violence has an estimated 30% lifetime prevalence among women, yet physicians detect as few as 1 in 20 victims of abuse.
D
omestic violence is a serious public health problem, with an estimated 2 to 4 million American women physically abused each year. 1 Studies conducted in health care settings show a consistent prevalence: 6% to 15% of women surveyed reported physical abuse within the previous 12 months, with a lifetime prevalence of 28% to 54%.
2±5
Battered women rarely volunteer a history of violence. 6, 7 Thus, many professional organizations, including the American Medical Association and the American College of Obstetrics and Gynecology, recommend that clinicians screen all female patients for domestic violence. 8, 9 Nonetheless, physicians correctly identify as few as 1 in 20 victims. 10 Since previous studies showing low screening rates were drawn from local samples, 11±13 we conducted this comprehensive national study to provide a broader perspective on why physicians rarely screen their women patients for domestic violence. Among physicians in specialties likely to initially encounter abused women we sought to explore training in, and attitudes toward, domestic violence, and identify factors correlated with low rates of screening.
METHODS

Study Population
Between July 1997 and January 1998, we mailed a survey to a national systematic sample of 600 general internists, 600 family practitioners, 600 obstetriciangynecologists, and 600 emergency medicine physicians from the American Medical Association Physician Masterfile, a directory of virtually all American physicians. 14 Nonrespondents received 2 further survey mailings. Systematic sampling is a widely used technique in which, to obtain a sample of n subjects from a list of N potential subjects, one selects every i th subject (where i = N/n), after a random start. 15 
Data Collection
The self-administered, 4-page survey took approximately 5 minutes to complete. It focused specifically on domestic violence against the female patient population, and included the American Medical Association's definition of domestic violence:``a pattern of coercive behaviors that can include battering and injury, sexual assault, social isolation, deprivation, and intimidation perpetrated by someone who was or is intimate with the victim.'' The survey instrument was pilot tested with 120 local physicians from all 4 specialties and revised prior to the national mailing. 
Analysis
Based on the relative proportions of these physician specialties in the Masterfile universe, we constructed post-stratification weights. 15 We performed appropriate weighted and unweighted descriptive statistical tests; the results did not differ, thus we present unweighted findings. Because the physicians' estimates were not normally distributed, we present medians with interquartile ranges (the 25th and 75th percentiles). To determine factors associated with screening less than 10% of women patients, we first examined bivariate logistic regression models for 17 candidate variables. Factors associated with low screening rates at the P < .1 level on bivariate analysis were entered into a stepwise multivariate logistic regression model (SAS/ STAT User's Guide, Version 6; SAS Institute, Inc., Cary, NC). Specialty indicators were included in all multivariate models. For other candidate variables, we used entry criterion P < .1 and stay criterion P < .05, 2-tailed.
RESULTS
Respondents and Nonrespondents
Of the 2,400 physicians in the original sample, 123 had incorrect addresses, 185 were retired or not involved in any direct patient care, and 5 were deceased. The crude response rate was thus 1,103/2,087, or 53%. Of respondents, 28 returned partially completed and 1,075 returned fully completed surveys. The mean age (46 14 years), gender (25% female), board certification rate (60%), and geographic distribution of respondents were similar to those of the AMA Masterfile population, 14 the mailed sample, and nonrespondents (comparisons not shown).
The percentage of respondents who screened less than 10% of women patients for domestic violence was 46% for the first mailing wave, 50% for the second, and 50% for the third wave (P = .48), suggesting minimal response bias. 16 
Domestic Violence Prevalence Estimates and Screening Practices
The majority of physicians, 88% (95% confidence interval [CI], 86% to 90%), knew female patients in their practice who had experienced domestic violence. All specialties except emergency medicine estimated the median lifetime prevalence of domestic violence in their patient population as less than their own estimate of their state prevalence (Table 1) . Obstetrician-gynecologists screened the highest proportion of women patients.
Respondent physicians screened a median of only 10% (interquartile range, 2% to 25%) of their female patients for domestic violence. Of these physicians, 10% (95% CI, 8% to 12%) never asked their patients about domestic violence, and only 6% (95% CI, 4% to 7%) reportedly screened all of their female patients. Only 41% (95% CI, 38% to 44%) had a standard way of asking about domestic violence.
Domestic Violence Training
Of respondents, 80% (95% CI, 77% to 82%) reported having had training on issues of domestic violence; 39% trained within the previous 12 months. Fewer internists (66%) reported any training than emergency physicians (85%), family practitioners (84%), and obstetriciangynecologists (78%) (P = .001).
Barriers to Screening
Physicians believed they had as much responsibility to address the problem of domestic violence as other clinical problems (81%), but only 27% felt very confident in their 
Correlates of Screening Rates
In multivariate logistic regression analysis, 10 factors were independent correlates of screening less than 10% of female patients (Table 2 ). Factors correlated with less screening were emergency medicine specialty, more agreement that asking about domestic violence was unnecessary since patients were likely to volunteer a history of abuse, more concern that these questions might offend or anger patients, and greater admission of usually forgetting to ask routinely. Screening rates above 10% were associated with obstetrics-gynecology specialty, female physician gender, higher estimated prevalence of domestic violence among adult women in the physician's practice, greater confidence in his/her ability to recognize victims of domestic violence, greater confidence in his/her ability to assist victims of domestic violence, and more agreement that routine domestic violence screening should be part of the annual examination. Although any history of domestic violence training increased screening, training within the previous 12 months had a stronger relationship with screening rates. Logistic modeling using a screening cut-point of less than 50% of adult female patients produced similar results, except that female physician gender reduced to a trend (P < .10), and confidence in one's ability to recognize victims and concerns about offending patients dropped out. * Odds ratios (ORs) and 95% confidence intervals (CIs) from bivariate logistic regression models. All P values < .01, except where noted. y Odds ratios and 95% confidence intervals from multivariate logistic regression adjusting for other covariates in the column. All P values < .01, except where noted. z P, not significant. x P < .05. k DV signifies domestic violence. { On 5-point Likert scales of agreement ranging from`strongly disagree' to`strongly agree.' # P < .051.
Responses to Encounters with Suspected Victims
Common physician responses to encounters with suspected victims of domestic violence included making a note in the patient's chart (76%), discussing their observations with the patient (80%), encouraging the patient to report to the police (63%), giving the patient information about community resources (80%), and facilitating safety arrangements (65%). Less commonly, physicians would encourage the patient to seek legal counsel (48%).
DISCUSSION
As in prior studies, 11, 12 most physicians believed they had a responsibility to address domestic violence, but they screened few of their female patients. The overall screening rate of 10% was consistent with the rate found in a similar study of physicians in California. 13 Many physicians reported training on domestic violence; much of that training occurred recently as part of continuing medical education, reflecting the increased awareness of domestic violence in the last few years. In contrast with a previous study, 13 we found any history of training made physicians more likely to screen, but training within the previous year had a stronger influence. Physicians provided low estimates of the lifetime prevalence of domestic violence among women in their state. Although the prevalence of abuse varies from state to state, the lifetime prevalence remains high at 30% to 44%. 17, 18 Nearly all physicians estimated the prevalence of domestic violence among women in their practices as even lower than the prevalence they estimated in their states; lower estimated prevalence in the practice correlated with less screening. Not surprisingly, physicians' lack of confidence in their abilities regarding domestic violence resulted in lower screening rates. Male physicians had lower screening rates than female physicians. A previous smaller study found no gender difference in screening habits, 13 but our results are consistent with another study of domestic violence screening 19 as well as studies demonstrating that women physicians have higher rates of breast and cervical cancer screening than male physicians. 20, 21 Physicians who had been abused were not more likely to screen, perhaps due to ambivalent feelings about their own experiences or an unwillingness to identify too closely with their patients.
22±24
We identified a number of barriers to screening for domestic violence. Despite studies indicating that patients do not mind being asked, 6, 7, 22, 23 fear persists about these questions offending patients. Similarly persistent is the mistaken belief that abused women will usually volunteer a history of violence. 6, 7 Simply addressing such misconceptions during educational sessions may remove these barriers. Many physicians indicated they usually forgot to ask about domestic violence, suggesting an important role for chart reminders or check-off boxes on standardized history forms. Such reminders have been shown to increase domestic violence detection in an emergency department. 25, 26 Our study had several limitations. First, the response rate, although adequate for a mail survey of physicians without telephone contact, 27 may have introduced response bias. The similar screening rates across the mailing waves make this bias less likely. However, the physicians who chose to respond to the survey may have been more likely to be concerned about domestic violence, suggesting that actual screening rates may be even lower than in this sample. In addition, physicians interested in domestic violence may have had more recent training and been more likely to report screening more patients, which would enhance the effects of training on reported screening. Second, since domestic violence is a prominent subject nationally, physicians may have overestimated their screening rates (social desirability bias). Previous studies comparing physician self-report of cancer screening 28, 29 and coronary artery disease risk factor management 30 with chart audits revealed that physicians tended to significantly overestimate their screening and counseling rates. Again, this suggests actual screening rates may be even lower than reported here. Third, although the survey instrument was pilot tested for clarity and face validity, its criterion validity is unknown. This survey is the first comprehensive national assessment of attitudes and practices regarding domestic violence among the specialties most likely to have initial contact with these victims. These results suggest several strategies that may increase physicians' detection of domestic violence. Training on domestic violence should be mandatory in medical school and residency curricula, and offered widely as part of continuing medical education. Such training should focus on correcting misconceptions about domestic violence and should provide concrete screening tools, including specific questions to ask. 31 Chart reminders may also increase case finding. 25, 26 Finally, links to victim services providers may increase physicians' confidence in their ability to intervene, and thereby increase screening. Future studies should examine whether targeted, multidimensional intervention strategies improve screening rates.
